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This was a revisit for the State re-licensure 

survey completed on 12/18/13 and 12/19/13.

Survey Date:  04/04/14

Facility #:  0011253

Medicaid Vendor #:  N/A

Surveyor:  Shannon Pietraszewski, RN, PHNS

All 34 deficiencies were found corrected during 

this survey.  

Current Census:  3

Quality Review: Joyce Elder, MSN, BSN, RN
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